1.

ATTESTATION OF MD / DO / NP / PA (REQUIRED)
By signing below, I attest that these medical orders are, to the best of my knowledge, consistent with the patient's current medical condition and preferences. 
S E ND F ORM W I TH P AT I E N T W HE NE V E R TR ANS F E RRE D O R DI S C H AR GE D S UBM I T CO P Y O F BO T H S I DE S O F F O RM TO RE G I S T RY I F P AT I E N T DI D NO T O P T O U T I N S E C TI O N E HIPAA PERMITS DISCLOSURE TO HEALTH CARE PROFESSIONALS & ELECTRONIC REGISTRY AS NECESSARY FOR TREATMENT
Information for patient named on this form PATIENT'S NAME:
The POLST form is always voluntary and is usually for persons with serious illness or frailty. POLST records your wishes for medical treatment in your current state of health (states your treatment wishes if something happened tonight). Once initial medical treatment is begun and the risks and benefits of further therapy are clear, your treatment wishes may change. Your medical care and this form can be changed to reflect your new wishes at any time. No form, however, can address all the medical treatment decisions that may need to be made. An Advance Directive is recommended for all capable adults and allows you to document in detail your future health care instructions and/or name a Health Care Representative to speak for you if you are unable to speak for yourself. Consider reviewing your Advance Directive and giving a copy of it to your health care professional. 
Contact Information (Optional)
Health
Oregon POLST Registry Information
Health Care Professionals:
(1) You are required to send a copy of both sides of this POLST form to the Oregon POLST Registry unless the patient opts out.
(2) The following sections must be Mailed confirmation packets from Registry may take four weeks for delivery.
Updating POLST: A POLST Form only needs to be revised if patient treatment preferences have changed.
This POLST should be reviewed periodically, including when: The patient is transferred from one care setting or care level to another (including upon admission or at discharge), or There is a substantial change in the patient's health status. If patient wishes haven't changed, the POLST Form does not need to be revised, updated, rewritten or resent to the Registry.
Voiding POLST: A copy of the voided POLST must be sent to the Registry unless patient has opted-out.
A person with capacity, or the valid surrogate of a person without capacity, can void the form and request alternative treatment. Draw line through sections A through E and write "VOID" in large letters if POLST is replaced or becomes invalid. Send a copy of the voided form to the POLST Registry (required unless patient has opted out). If included in an electronic medical record, follow voiding procedures of facility/community.
For permission to use the copyrighted form contact the OHSU Center for Ethics in Health Care at orpolst@ohsu.edu or (503) 494-3965. Information on the Oregon POLST Program is available online at www.or.polst.org or at orpolst@ohsu.edu 
S E ND F ORM W I TH P AT I E N T W HE NE V E R TR ANS F E RRE D O R DI S C H AR G E D , S UBM I T COP Y TO RE GI S T RY MAY PUT REGISTRY ID STICKER HERE:
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